Delayed prescribing of antibiotics for upper respiratory tract infection
With clear guidance to patients and parents it seems to be safe T he use of antibiotics by children with upper respiratory tract infection halved in the last decade in the United Kingdom, according to a paper in this week's BMJ (p 328).
1 Sharland and colleagues attribute this decline to an initially sharp reduction in prescribing by general practitioners and, since 1997, to a reduction in the proportion of prescriptions taken by parents to a pharmacist. Widespread adoption of delayed prescribing, a strategy tested in a randomised controlled trial published in 1997, may well explain this pattern. Whether patients fill prescriptions depends, however, on the method of delayed prescribing. Retrospective data and historical comparisons-albeit limited scientifically-suggest that giving a prescription and asking the patient or parent to redeem it only if symptoms persist is more likely to result in antibiotic use than is asking the patient to return to the doctor for a prescription. This is the policy we used in our trials and, when patients were given clear guidance and were asked to return to collect prescriptions, only a few ended up taking antibiotics. 2 3 Should doctors completely avoid prescribing antibiotics for patients with uncomplicated upper respiratory tract infections? The answer is no. Firstly, we do not yet know who is at risk of subsequently developing rare but important complications of infection, and delayed prescribing can provide a safety net. Secondly, some patients want and expect antibiotics, and a delayed prescription if symptoms persist offers them a compromise.
Advantages of delayed prescribing
Other potential advantages of delayed prescribing include reducing overall use of antibiotics, changing consulting patterns, avoiding medicalisation of minor illness, and allowing adequate control of symptoms. On overall reductions in prescribing rates for antibiotics, the study by Sharland and colleagues provides evidence from everyday practice which corresponds to evidence from trials in a systematic review. 4 Delayed prescribing can change beliefs about antibiotics as effectively as withheld prescribing, and provides similarly high levels of satisfaction among patientsalthough when patients are not given good alternatives to antibiotics they may feel less enabled. 3 5 6 From two trials to date, evidence suggests that delayed prescribing of antibiotics has the same or lower rates of reattendance for the same illness than not prescribing at all 3 5 : thus delayed prescribing potentially helps avoid the medicalisation of self limiting illness. Although a recent review argued that we may not have enough information yet about acceptable symptom control, 7 recent trials reporting the severity of symptoms suggest that symptoms (pain for otitis media and the average of six symptoms of lower respiratory tract infection) were adequately controlled by delayed prescribing in comparison to immediate prescription of antibiotics. 3 8 What are the disadvantages of such delayed prescribing in upper respiratory tract infection? One is the possibility of giving mixed messages about the purpose and benefits of antibiotics, but clear guidance to patients about when to use these drugs should lessen this risk. 3 8 The key question is whether delayed prescribing increases the risk of complications of infection. The study by Sharland and colleagues shows that there were no increases during the study period in rates of admission to hospital for rheumatic fever or for quinsy, the most serious suppurative complication of sore throat.
1 Mastoiditis, the main complication of otitis media, may have increased, but between 2500 and 5000 children would have to be treated with antibiotics to prevent each case.
Other conditions
General practitioners and parents may have extrapolated the evidence on delayed prescribing for sore throat to another condition, otitis media. The clinical course of sore throat and otitis media differs importantly. For children with otitis media, parents should be advised to watch and wait for no longer than 72 hours after the first consultation when significant fever or otalgia persists, or for no longer than 10 days in the case of ear discharge. 8 9 In otitis media, such delays are unlikely to lead to complications. In one study only one case of mastoiditis occurred in a cohort of 5000 patients, and this patient had waited nearly a week after seeing the general practitioner. 9 For sore throat the delay can be five days, 2 and for acute lower respiratory infection 10-14 days. 3 But for unwell patients, those with high fever or other systemic symptoms, or those in vulnerable groups such as the very young and old, all of these waiting times should probably be halved. 10 For unwell immunocompromised patients, antibiotics should probably be prescribed immediately.
Given these questions about the safety of giving prescriptions and advising patients to redeem then These might include policies to always or never prescribe antibiotics in upper respiratory infection, to ask patients to return to the doctor for further assessment if they feel worse, and to prescribe only for patients at high risk of complications. Universal prescribing would be unsafe in the long term, given the clear relation between antibiotic prescribing and resistance 11 and the fact that, in the short term, antibiotics can occasionally have severe side effects. 12 Not prescribing antibiotics at all is likely to have even higher rates of complications. 9 13 When to return Advising patients to return if they are getting worse may be an acceptable alternative, and one that provides the prescriber with more (arguably spurious) control. But evidence suggests this strategy would result in higher reconsultation rates for the acute illness, 3 and it is not clearly preferable to delayed prescribing with clear instructions. Nevertheless, doctors should advise patients clearly about returning for antibiotics and further assessment if there are signs of complications developing in any upper respiratory tract infection, such as inability to swallow, worsening shortness of breath, and worsening systemic features such as fever or vomiting. Reserving antibiotics for patients at higher risk of complications might be a sensible strategy, but it depends more on clinical opinion than on evidence: there are few good prospective clinical studies in upper respiratory tract infection to confirm who is at risk of severe or prolonged symptoms or of complications. 14 On current evidence, as long as patients have clear and specific information about when to use antibiotics and when to return for reassessment, delayed prescribing of antibiotics for upper respiratory tract infection is probably as safe or safer than other strategies and is acceptable to patients.
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